Echocardiographic Thickness of Right Ventricular Anterior Wall
To the Editor:
I read with interest the recent article, "Differentiation of Posterior Myocardial Infarction from Right Ventricular Hypertrophy and Normal Anterior Loop by Echocardiography.'" I agree with Kramer et al. that an echocardiographic measurement of the right ventricular anterior wall (RVAW) thickness is useful in differentiating posterior myocardial infarction from right ventricular hypertrophy and normal anterior loop; but the RVAW thickness of their patients with posterior myocardial infarction and subjects with normal anterior loop is thicker than we have found (0.2 0.3 cm)2 and than has been found using the subxiphoid approach. 3 The RVAW thickness of their normal subjects ranged from 0.5-0.8 cm. On the other hand, the normal value of left ventricular posterior wall (LVPW) thickness in end-diastole ranges from 0.6-1.1 cm.4 Their data indicate that the thickness of RVAW is almost equal to that of LVPW. I believe this is highly unlikely. Their overestimation might have resulted from using a 2.25-MHz transducer when recording the RVAW. We found that the optimal method of recording RVAW is a standard approach with 5.0-MHz transducer.2 By using a 5.0-MHz transducer, RVAW can be recorded more clearly and precisely, and the pericardium and the myocardium can be distinguished. Figure 1 shows a representative case where the RVAW thickness was overestimated because a 2.25-MHz transducer was used. An ordinary recording of the RVAW with a 2.25-MHz transducer reveals that the thickness of the RVAW is 6 mm (fig. IB) . This is a case of a 60year-old female with mild systemic hypertension without any evidence of congestive heart failure. When recording the RVAW with a 5.0-MHz transducer on an enlarged scale, the pericardium and the myocardium can be distinguished clearly, and the thickness of the RVAW is 3 mm (fig. 2) . The echo-free space between the pericardium and the myocardium is not due to a pericardial effusion because there is no evidence of pericardial effusion in the LVPW IA) . The cause of this echo-free space is not clear, but it is often seen in normal subjects or various cardiac disorders without any evidence of pericardial effusion in the LVPW. Thus, we suggest that the RVAW should be recorded with a 5.0-MHz transducer on an enlarged scale in order to measure the precise thickness of the RVAW echocardiographically.
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